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When we refer to malignant tumors o£ 
the stomach, we are talking primarily about carci- 
noma of the stomach, for 95% of all malignant 
tumors of the stomach are adenocarcinoma. It 
occurs twice as frequently in males as in females. 
Lymphosarcoma makes up about 3-4%. Leiomy- 
osarcoma makes up about 1% of the total. Only 
an occasional carcinoid of the stomach has been 
reported — 20 in the entire literature. 

The incidence of cancer of the stomach is de- 
creasing. This is as striking as the marked increase 
of cancer of the lung. In large centers the decrease 
in the past 10 to 15 years has been as much as 
25 to 50 %. This decrease is probably due to a 
number of factors, such as: 1 ) Nutritional factors. 
2) Infectious causes, e.g. a pandemic of viral or 
bacterial origin which has not recurred. 3) 
Lessened exposure to unknown chemical carci- 
nogens. 4) Reduction in pre-malignant lesions 
such as pernicious anemia and chronic gastritis. 
5) Changing social factors, other than dietary. 

There has been a lot of pessimism about cancer 
of the stomach because we see so many late cases 
in which nothing can be done, and because there 
is a low curability rate. The reason for this is that 
it runs such a long silent phase before any symp- 
toms are apparent. Often the symptoms at the 
beginning are only minor such as gaseous eructa- 
tion, a fullness or a mild aching distress. As a 
matter of fact, these symptoms may be all that 
are present in a far advanced case. Weight loss 
is a very significant finding. We have all seen 
cases picked up on x-ray examination of the 
stomach in which there were practically no symp- 
toms. Patients have a tendency to procrastinate 
and delay examination, often taking drug store 
remedies for a period of time which further delays 
the situation. Then, at the time of presentation of 
himself to the doctor, the symptoms being so 
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minor, the doctor will give a course of medication 
without having a fluoroscopy made of the stom- 
ach. On medication the patient feels better, and 
a further delay takes place. 

We lean heavily on the x-ray for the anatomical 
location of the lesion and also for the diagnosis 
of malignancy or benignancy. There is a diag- 
nostic x-ray capability of about 90 to 95%. 
Clinical judgment must be used as to whether to 
accept a negative x-ray report. If a lesion is 
suspected, there should be no hesitancy in having 
a repeat examination. The roentgenologist may 
have difficulty in differentiating between a 
benign and malignant lesion; the accuracy prob- 
ably won’t be better than 70% and 10 to 15% 
of gastric malignancies are thought to be benign 
on first examination — a change of opinion may 
occur on subsequent examination. 

When a known lesion is present, gastroscopy is 
not infallible. Even if a biopsy is made from an 
ulcer crater, the ulcer may be part malignant and 
part benign. Often, by the time the patient has 
developed symptoms to the point where it is a 
question of having a gastroscopy, the patient 
should be operated upon anyway. Gastric cell 
washings have been tried, but this probably will 
never be a very practical way of screening a large 
mass of people. In other words, if the lesion is 
suspicious enough to have these diagnostic tests, 
it is safer to remove it for microscopic study, 
doing a curative procedure — usually a partial 
gastrectomy. 

There has been a lot of discussion as to the 
problem of gastric ulcer and how often it becomes 
malignant. In the recorded series, the incidence 
of malignancy in a gastric ulcer runs from 10 to 
20%. The location of the ulcer and the duration 
of symptoms will guide one as to the treatment. 
If medical treatment is undertaken, it should not 
be engaged in for more than three to four weeks, 
and preferably the patient should be in the hos- 
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pital. Under treatment the symptoms should 
disappear, and the ulcer should disappear on 
fluoroscopy. If it has not cleared, then surgery 
should be promptly advised. Occasionally in a 
malignant ulcer, the niche may disappear. This is 
particularly in reference to ulcers on the lesser 
curvature of the stomach. Ulcers in the antrum 
are more dangerous than those on the lesser curva- 
ture. The course of the gastric ulcer is so unpre- 
dictable and the results following surgery are so 
good that the proper method of treating them is 
by surgery. If there is a case of severe chronic 
gastritis in association with the ulcer, one can 
almost predict that the ulcer will not heal and 
remain healed, so early surgery in that group 
should be advised. 

If the ulcer is malignant, the process may be 
confined to the stomach itself, and the hope of 
cure will be much greater. In a study of a series 
of patients with cancer localized in the stomach 
without any evidence of distant spread, the cura- 
bility rate was high. 

Comfort, et.al., have made a very careful study 
of small gastric cancer and found the prognosis 
depends on the grade, the presence or absence of 
metastasis, and even on the acidity readings. The 
prognosis is poorest in the cases of achlorhydria. 
“In short, the small gastric cancer with features 
suggestive of benign gastric ulcer; ulcer dyspepsia 
of several years duration, active secretory gastric 
activity, and roentgenologic appearance indis- 
tinguishable from benign ulcer, has the best 
prognosis after gastric resection. Unfortunately 
this is the gastric cancer most frequently treated 
medically, in the belief that it is a benign ulcer.” 
According to Walters, 28% of the patients seen 
with gastric cancers at the Mayo Clinic had ulcer- 
like symptoms. 

A gastric polyp is another precancerous lesion. 
These should all be excised and immediate micro- 
scopic examination made. Should there be malig- 
nancy, one should go ahead with a radical gastric 
resection. Only occasionally will polyps be so 
numerous that a total gastrectomy will be neces- 
sary to eradicate the condition. 

It is extremely difficult to screen everyone for 
the possibility of gastric cancer. However, it is 
well for every patient at one time during his com- 
plete annual physical examination to have a gastric 


analysis made. If achlorhydria is found, further 
studies should be made to see if this is a case of 
early pernicious anemia. All patients with achlor- 
hydria should have a fluoroscopy of the stomach 
once a year. In patients with pernicious anemia 
with a chronic gastritis, one should be particularly 
on the lookout because of the increased incidence 
of malignancy. The incidence of carcinoma of 
the stomach is four times higher in individuals 
with achlorhydria. 

All patients with carcinoma of the stomach are 
subjected to abdominal exploration provided there 
is no evidence of distant irremovable spread such 
as supraclavicular metastasis; metastasis to the 
umbilicus, or evidence of malignancy on the rectal 
shelf. Even excluding these cases at exploration 
about one-half of the patients will be inoperable 
because of the extent of the disease in the abdo- 
men. One hopes to remove not only the primary 
lesion, but also the nodes where it may spread. 
Although the extent of the operations have been 
increased, when the process is extensive, the cura- 
bility rate declines rapidly. In some cases nothing 
more than a palliative procedure can be carried 
out. It is advisable to remove the lesion for pal- 
liation if it can safely be done to get rid of the 
bleeding, absorption, and the obstruction. It is 
a much better procedure than a gastroenterostomy. 
A gastroenterostomy does not offer too much in 
the palliation of cancer of the stomach. 

The type of operation that is used and which 
will be applicable to one-half of the cases is a 
radical distal resection which consists of removal 
of about 85% of the stomach, all of the greater 
omentum, the lesser omentum, the gastro-colic 
omentum, the nodes around the head of the pan- 
creas and the common duct; and the removal of 
the spleen with the nodes in the hilum and along 
the upper border of the pancreas. The tail and 
body of the pancreas usually are not removed 
unless there should be an indication. About 10 
to 15% of the cases will require a total gastrec- 
tomy, because of the extent of the process. If 
the carcinoma involves the lower end of the esoph- 
agus, a distal resection of the esophagus and the 
upper portion of the stomach may be indicated, 
with anastomosis of the esophagus to the distal 
stomach accompanied by a pyloroplasty because 
of the sacrifice of the vagus nerves. 
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Cancer of the stomach may bleed very severely, 
although usually not as severely as cases of ulcer. 
However, in a study of 135 cases in the Mayo 
series dying of fatal hemorrhage, it was found that 
cancer of the stomach with severe hemorrhage 
was the cause of death in 20 cases. Peptic ulcera- 
tion and esophageal varices held first and second 
place. 

The cause of an obstruction at the pyloris may 
be due to a stenosing duodenal ulcer. Pre-opera- 
tive diagnosis may be impossible and at the op- 
erating table it may be difficult to determine if the 
lesion is gastric or duodenal until it is removed. 

A carcinomatous ulcer may acutely perforate. 
If the patient is seen early and is in good condi- 
tion, a partial gastrectomy should be done. All 
perforated gastric ulcers where partial gastrectomy 
is not applicable should be completely excised so 
that the entire lesion can be studied microscopic- 
ally. Should malignancy be found, a re-operation 
can be done later with radical partial gastrectomy. 
Chronic perforated ulcers on the posterior wall of 
the stomach must be removed for microscopic 
study. The crater may be in the pancreas. If 
malignant, the resection of adjoining organs will 
be necessary also. 

We see patients with a palpable tumor in the 
stomach which has been there for a considerable 
length of time. These patients may have a better 
prognosis than those with a small lesion. This 
indicates the carcinoma is a low grade type, and 
the prognosis might be very good in spite of the 
fact there may be some involvement by continuity 
of the adjoining organs such as the colon. One is 
justified in doing an extensive resection in such an 
individual. One of my cases is now living seven 
years after a combined right colon, transverse 
colon and radical gastric resection for carcinoma 
of the greater curvature which involved the trans- 
verse colon. Oftentimes a small lesion in the 
stomach is a very malignant, explosive, vicious 
type of lesion, and may show very extensive 
metastasis. All in all, however, in a large analysis 
of small gastric cancer cases, the prognosis is best. 

The curability in the collected series runs 
about 10% in the patients who have had a cura- 
tive resection, and occasionally a patient who had 
a palliative resection will surve for five years due 
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to the slow growing nature of the tumor, and the 
patient is by self-resistance able to control his dis- 
ease well. The reported series from Hawaii have 
shown a 14% survival for five years. The risk 
for radical resection in all cases runs about 10% 
where a radical distal gastric resection is carried 
out. The risk of resection in the small cancer 
under 2.5 cm. runs about the same as for resec- 
tion for ulcer. The risk of total gastrectomy is 15 
to 20%, and the risk of proximal resection of the 
esophago-gastric junction runs about 25%. 

There have been no cases reported of a five- 
year cure in which the proximal resection has been 
done. The risk is not due to the operative proce- 
dure alone, but to associated conditions such as 
cardiovascular disease or renal disease, etc. Au- 
topsies done on patients dying after gastric re- 
section have shown one-half of the hospital deaths 
following surgery are due to conditions entirely 
outside the abdomen. 

We are always looking and thinking of a way 
which will enable us to get these cases early, so 
we may increase the five-year survival rate. We 
depend heavily on the roentgenologist. Rene A. 
Gulman has been talking about radiologists pick- 
ing up certain changes in the stomach which are 
highly suspicious and warrant resection. He has 
advised exploration and resection, even though 
the surgeon may not be able to palpate the lesion, 
and has been rewarded by finding early carcinoma. 
By such careful teamwork, one may improve 
one’s results as far as curability is concerned. 

Radioactive phosphorus (P-32) is being used 
to detect carcinoma of the stomach, and they have 
had encouraging results. It will be a great step 
forward when a screening test can be carried out 
with the same degree of accuracy as a Papanico- 
laou smear test, and when the surgeon may get 
the case early before he can palpate or see a lesion. 

I am confident we will develop an accurate 
method of screening people and finding carcinoma 
early when the lesion is confined to the stomach. 
Then, the curability rate will be high, probably 
about 80%. Since cancer of the stomach is de- 
creasing, it gives us a clue for careful study of 
changes that have been taking place to find the 
preventive factors. 
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MEDICAL ARTS BUILDING and HOSPITAL 

CAROLINE AND WALKER STREETS 
HDUSTDN 2, TEXAS 
CApitol 8-8181 


JOSEPH A. CONNER 

ADMINISTRATOR 


BOB STEVENSON 

ASSOCIATE ADMINISTRATOR 
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Meticulous care has been taken to make the 
Medical Arts Building a handsome, efficiently 
managed location for medical offices . The 
building staff is trained to give prompt 
attention and service to the needs of tenants. 
Professional assistance in the design, 
decoration and equipping of offices is 
available without cost. 
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The hospital facilities within 


The hospital occupies the second, 
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One of the three major operating 
rooms; the hospital also has 
one room for minor and dental 
surgery, one urological surgery room, 
and a post-recovery room. 








\e building allow physician tenants to be just minutes from 

their hospital patients during office hours . 

(k 

third, fourth and fifth floors. It has 275 doctors on its staff. 


Patient rooms are colorful and 
commodious. The size of the nursing 
staff allows personal nursing care 
of approximately 4.5 hours per 
day to each patient. 


The hospital kitchen offers well 
balanced , palatable meals for patients. 
A ll meals are carefully prepared 
under the supervision of a graduate 
registered dietitian. 





The Medical Arts Building contains a modern 
pharmacy, gift shop, and a doctors’ lounge 
for the use of professional tenants. It also has 
a modern restaurant and grill. 




Houston’s Medical Arts Building, in the heart of downtown Houston 
provides leading doctors and dentists with modem, comfortable offices. 


To maintain its high quality of service to Houston’s medical profession, the building s 
owners, who purchased and assumed management of the 16-story structure in 1961, 
have spent one-half million dollars in its modernization program. 

The program included exterior changes resulting in one of the most attractive facades 
in the city of Houston; the installation of automatic doors leading into the building; 
an entire overhaul of the air conditioning and mechanical system throughout the 
building; the construction of modern offices in accordance with present day standards, 
and expansion of hospital facilities. 

The growth of downtown Houston has made the Medical Arts Building and Hospital 
an important adjunct and has proven invaluable to this growth. It is easily 
accessible to such newly constructed buildings as the Humble, Tennessee, First 
Federal, First City National Bank, Bank of Southwest, as well as the newly 
constructed hotels such as the Sheraton-Lincoln, Hotel America and Continental 
Houston. Mass transportation from all areas of the city lead into the heart of 
downtown Houston. Ample parking space is available at all times of the day and night. 


The Medical Arts Hospital was established in 1958 with 93 beds. Due to demand, an 
additional 47 beds were created with the opening of another hospital floor. The 
hospital now occupies the 2nd, 3rd, 4th and 5th floors of the building. Scientific 
equipment and assistance necessary for today’s surgery and treatment of patients is 
provided in this modern expertly managed facility. 

Gleaming corridors — bright, cheerful rooms — modern operating rooms 
and equipment — excellent nursing staff. The Medical Arts Hospital, 
fully accredited by the Joint Commission on Accreditation of 
Hospitals, is staffed, equipped, and administered to meet 
the needs of both physicians and patients. 








It is the desire of the ownership that the Medical Arts Building 

remain a permanent professional building catering only to the most reputable 

physicians and dentists who are members in good standing of the 

Harris County Medical or Dental Societies. 

As you will note from the map, we are three blocks from the heart of the city. 

There are excellent parking facilities readily available at all hours of the 

day and night. A nine-story parking garage is immediately across the 

street and a five-story parking garage adjoins the building. There 

is ample open lot parking adjacent to the Medical Arts Building and immediately 

across Caroline Street. All major transportation lines come within one to 

three blocks of the Medical Arts Building. 


JFt ? invite inquiries for office space. For information, 
call or write Medical Arts Building, Houston, Texas 
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AUXILIARY TREASURER 
—Mrs. John Roberts Phil- 

O 

lips was elected treasurer 
of the American College of 
Gastroenterology Auxiliary 


s 

at a recent meeting in Phil- 
adelphia. 


The H ous ton Pr ess 

WEDNESDAY, NOV. 27, 1963 


Mrs. John Roberts Phillips, 

wife of the Houston physician, 
was named president-elect of 
the" Women’s Auxiliary to the 
American College of Gastro- 
enterology at a meeting in the 
Shoreham Hotel in Washing- 
ton. The former treasurer and 
vice-president will take office 
in 1964 


THE HOUSTONrHE 

SUNDAY. OCTOE$UND< 



NEW OFFICER — Mrs 
John Roberts Phillips has 
been elected treasurer of 
the Womens Auxiliary of 
the American College of 
Gastroenterology. She was 
installed at a recent meet- 
ing in P hilade lphia. 


CHRONICLE 









OFFICER — Houston’s 
Mrs. John Roberts Phil- 
lips was elected vice- 
president of the Wom- 
en’s Auxiliary of the 
American College of 
Gastroenterology at its 
recent meeting in Chi- 
cago. 


NATIONAL OFFICER— 
Mrs. John Roberts Phillips 
was elected vice-president 
of the Woman’s Auxiliary 
of the American College of 
Gastroenterology, at its 
recent national meeting in 
Chicago. * 


Society Today 
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Clinic and Rochester Will Join 
In Noting Mayo Centennial Year 




“The year 1964 has been designated the Mayo Centennial Year . . . (and) is being planned to com- 
memorate the births of Dr. William James Mayo and Dr. Charles Horace Mayo and to celebrate the 
fiftieth anniversary of the establishment of the Mayo Foundation. 

“ . . . having re-examined the past through review of the lives, contributions, philosophies and 
ideals of Dr. W. J. Mayo and Dr. C. H. Mayo, the events of the Mayo Centennial Year should provide 
the occasion and the inspiration for projection of patterns for future progress in improving medical care, 
extending and improving graduate medical education and broadening productive research opportunities.” 

From Centennial Committee minutes, March 1, 1961 


The Mayo Centennial Year, 
born of the wish of the present 
Clinic generation to honor the 
founders, developed in three years 
of detailed preparation, has begun. 

On January 2 a Centennial ex- 
hibit, a biography in pictures of the 
Mayo brothers, was officially 
opened. It will remain at the north 
entrance of Mayo Building’s main 
floor throughout the year. 

The Centennial Committee, 
chiefly responsible for planning, is 
pictured here. Its chairman, Dr. 
C. S. MacCarty, in reporting to the 
staff at the annual meeting in No- 
vember, noted that . . it was 
necessary to call upon the services 
of certain permanent committees 
of the Mayo Clinic and to create 
new subcommittees ...” in devel- 
oping and carrying out plans. And, 
“because many organizations and 
institutions in Rochester wished to 
participate, the Chamber of Com- 
merce established a Mayo Centen- 
nial Committee.” 

Together these committees have 
evolved plans which Dr. MacCarty 
outlined briefly in his report and 
which will be described in more 
detail as the dates of the events ap- 
proach. They include . . . 

.... the Centennial exhibit al- 
ready mentioned. 

.... design of a Centennial 
seal, now in use. 


The Mayo Centennial Committee. Seated, left to right: Dr. J. R. Eckman, Dr. C. S. 
MacCarty (chairman), Mr. E. H. Schlitgus (secretary) and Dr. Victor Johnson. 
Standing, left to right: Dr. H. B. Burchell, Dr. R. G. Sprague, Dr. C. F. Code, 
Dr. G. A. Hallenbeck and Dr. E. S. Judd. 
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Charles Horace Mayo, M.D. William James Mayo, M.D. 

For New Clinic Generation 


Here Are Mayo Brothers 


A wealth of professional and re- 
lated honors came to Dr. Charlie. 

Among organizations in which 
he served as president were the 
Western Surgical Association, So- 
ciety of Clinical Surgery, Clinical 
Congress of Surgeons of North 
America, American Medical Asso- 


Charles Horace Mayo, M.D. 
— Dr. Charlie — was bom in 
Rochester, Minn., on July 19, 
1865. 

Like his elder brother, he worked 
from the time that he was a small 
child with his frontier-physician 
father in caring for the sick and in- 
jured. 

He received the M.D. from 
Northwestern University in 1888, 
returned to join the thriving family 
practice which, a year later, began 
assuming new dimensions with the 
opening of St. Marys Hospital. 


William James Mayo, M.D. — 
Doctor Will — was bom in Le- 
Sueur, Minn., on June 29, 1861. 

Strongly encouraged by his 
father, an able and dynamic fron- 
tier physician-surgeon, Dr. Will 
was dedicated to a career in medi- 
cine from early childhood. 

He received the M.D. from the 
University of Michigan in 1883. 
With his younger brother — 
throughout his life his closest 
friend, confidante and professional 
colleague — Dr. Will joined his 
father in practice in Rochester. In- 
creasingly, the sons took over the 
practice which, after 1889, began 
to expand in size and scope with 
the opening of St. Marys Hospital. 

In 1892, another physician was 
invited to join the Mayos. Contin- 
ually increasing patient demand leu 
to further addition of physicians 
and surgeons to the practice which, 
shortly after the turn of the cen- 
tury, came more and more to be 
known as “The Mayo Clinic.” 
From this beginning the Mayos 
shaped and defined the principle of 
the integrated private group prac- 
tice of medicine which became 
fundamental to care of the sick 
here. 


ciation, American College of Sur- 
geons, American Surgical Associa- 
tion and Inter-State Postgraduate 
Medical Association. 

During World War II, he con- 
tributed notably to medical phases 
of the U. S. Army; in 1917-18-19 
he alternated with his brother as 
chief consultant for all surgica' 
services for the Medical Depart 
ment of the Army in the Surgeor 
General’s Office. He held member 
ships in more than 50 professiona 
organizations in this and othe: 
countries — and, locally, he serve< 
as city health officer for 25 year 
and as school board member fo 
several years. 

Yet despite his many posts an 
honors, Dr. Charlie, like his broth 
er, in the best and truest sense be 
longs to medical history for h: 
part as co-founder of the institi 
tions that bear his name. 


A man of varied talents, Dr. 
Charlie was first and pre-eminently 
a surgeon: with fraternal pride, his 
brother — himself famed in the 
field — was to say in later years 
that “Charlie scon had me driven 
to cover by being a better surgeon, 
and I began to specialize in ab- 
dominal work and in operations on 
the ureters and kidneys.” It has 
been said that Dr. Charlie’s natural 
mechanical versatility helped him 
to conceive and perfect technics 
best suited to solve the many dif- 
ferent surgical problems which he 
attacked with such great success. 

Dr. Charlie found a special satis- 
faction in teaching. Both in the 
earlier years and later under Mayo 
Foundation for Medical Education 
and Research, he earned fame as 
an educator and the high regard of 
the hundreds of young physicians 
who worked with him in the oper- 
ating room. 


Deeply concerned with the ad- 
vancement of the profession which 
he loved, Dr. Will throughout his 
life continued to learn and, in his 
turn, to teach younger physicians. 
With his brother, he gave a sub- 
stantial fortune to bring into being 
Mayo Foundation for Medical Edu- 
cation and Research. With his 
brother, he sought until he found 
in Mayo Association “a vehicle 
whereby the money received from 
the sick could be returned to the 
sick through better medical educa- 
tion and research.” His personal 
contributions as a surgeon placed 
him among the top rank of sur- 
geons of his day. 

For his work as surgeon, educa- 
tor, administrator, soldier and citi- 
zen, Dr. Will received almost 
countless honors from professional 
peers and others. For example, 
groups from 17 different nations — 
and several of the nations them- 
selves — paid him tribute. 

Professionally, he was president 
of the American Medical Associa- 
tion, Society of Clinical Surgery, 
American Surgical Association, 
American College of Surgeons, 
Congress of American Physicians 
and Surgeons, Inter-State Postgrad- 
uate Medical Association of North 
America. 

But, it seems safe to say, his 
proudest memorial is the continu- 
ing progress of the Mayo institu- 
tions to which he gave so unstint- 
ingly of his wisdom, strength, tal- 
ents and dedication. 



a plan to recreate the of- 
fice of Dr. Charles H. Mayo in 
space directly to the south of Dr. 
Will’s office on third floor, Plum- 
mer Building. . 

two staff meetings, plan- 
ned for summer, to honor the 

brothers. , 

.... tours of Mayo Founda- 

tion House. . 

a Mayo exhibit at Olm- 

sted County Historical Museum 

(already on display). 

... an exhibit at the Roches- 
ter Art Center. 

arrangements for meet- 
ings' of some 36 medical societies 
(including the Minnesota ^ State 
Medical Association) to be held 
Rochester in 1964. 

.... a concert by the Minne- 
apolis Symphony Orchestra. 

a Mayo Centennial Sym- 
posium to be held in September 
during the meeting of the Alumni 
Association. 

a convocation at which 
citations from the Board of Re- 
gents of the University will be pre- 
sented to participants in the sym- 
posium and Outstanding Achieve- 
ment Awards will be presented o 
outstanding alumni of the Mayo 

Foundation. . 

civic events including 
commemorative ceremonies, un- 
veiling of historical plaques, joint 
meetings of service clubs for pro- 
grams of Centennial significance. 
Memorial Day ceremonies, partici- 
pation of schools and churches, his- 


torical tours, and a Rochester Rec- 

ognition Day. , , 

The symposium, titled Mans 
Adaptation to His Expanding n 
vironment,” regarded as the most 
significant event of the Centennial 
Year, was planned, reported Dr. 
MacCarty, as “. . . event of in- 
ternational scope beyond the lati- 
tudes of medical science (which) 
would provide a stimulating exper- 
ience and enhance the cultural as- 
pects of our community and or- 
ganization.” It will be held Septem- 
ber 17 and 18, and will be pre- 
ceded on the evening of the 16th 
by a concert by the Minneapolis 
Symphony Orchestra. 

Moderator of the symposium 
will be Dr. Laurence M. Gould, 
immediate past president of Carle- 
ton College. Participants will be 
Dr. Loren C. Eiseley, Dr. Peter B. 
Medawar, Dr. Rachel L. Carson, 
Dr Edward Teller, Dr. Arthur Lar- 
son and Dr. C. A. Doxiadis. At a 
banquet and formal convocation 
the evening of September 17 speak- 
er will be General Lauris Norstad. 

Both the Clinic Library and the 
Rochester Public Library plan ex- 
hibits of some of the published 
works of the participants in the 
symposium. 

A brochure describing events of 
the Centennial Year is to be mailed 
to alumni of Mayo Foundation and 
others. The presidents of universi- 
ties of the Upper Midwest and ad- 
jacent Canadian provinces, deans 
of medical schools in the United 
States and Canada and representa- 
tives of local, state and federal 
governments and of national medi- 


cal societies will be invited to the 
symposium. It is anticipated that 
the symposium, and the medical 
meetings throughout the year, may 
bring some 7500 persons to Roch- 
ester. 


It is appropriate that unsparing 
effort be made in planning the 
events of Mayo Centennial Year, 
and, Dr. MacCarty told staff mem- 
bers “your cooperation in making 
these events successful will be so- 
licited as the occasions arise. Yet 
the measure of success, as e 
Committee is well aware, will not 
be in number of visitors, nor emi- 
nence of participants, nor depth ot 
news coverage. 

In the forest of detail the core 
purpose of Mayo Centennial Year 
should not be forgotten, and that is 
to show honor to Dr. William J. 
and Dr. Charles H. Mayo. To those 
who knew them, their images are 
unobscured by the twenty-five 
years since their passing. Others 
have learned to know them through 
that indelible imprint left on the 
institutions which bear their name. 

It is hoped, the committee chair- 
man has stated, “that the Centen- 
nial celebration will serve as a 
means for members of the staff, 
fellows of the Mayo Foundation 
and nonmedical personnel to be- 
come reacquainted with the hig 
principles and ideals of the foun- 
ders,” and “that the events of the 
Centennial Year will provide an 
inspiration for projection of a pat- 
tern for further progress in medi- 
cal care, medical education and 
productive research opportunities. 





